Ophthalmic Surgeon to the Royal Infirmary, Edinburgh, states that the treatment of disease of the lacrymal passages has always presented difficulties to the surgeon. The old treatment by probing is quite ineffective. The wearing of styles has never been widely adopted. Complete excision of the tear-sac is not an ideal operation, its aim being to remove the diseased sac and not to establish drainage. After excision, watering of the eye is nearly always a lifelong source of annoyance. In Dr. Paterson's experience the intranasal operation has given results very much better than excision.
five cases the patient had an abscess around the tear-sac at the time of operation. Several of the patients remarked that the tear-sac trouble became acute from titne to time, with comparatively quiet intervals.
Technique. Local and general anaesthesia. (Submucous resection of the nasal septum, when necessary, is always carried out at the time of the tear-sac operation.) A D-shaped incision is made just in front of the anterior end of the middle turbinal, the curved portion of the incision anteriorly. The piece of mucous membrane is entirely removed with forceps, exposing the inner surface of the frontal process over an area about half the size of the middle finger nail. With the gouge and hammer the bone in the exposed area is removed, uncovering the lacrymal sac. The punctum is now dilated and the lacrymal probe passed into the sac, so that the inner wall of the sac is made to bulge inwards. The sac is next incised with a small, sharppointed knife, and a pair of small double-cutting forceps is introduced, so that the female blade lies inside the sac while the male blade lies against the medial wall of the sac. On closing the forceps a piece of the inner wall is punched out and this is repeated till a sufficiently large opening has been made. The opening of the sac is almost invariably accompanied by a free escape of pus into the nose.
Diffictlties.-In fifteen cases the bone of the frontal process of the superior maxilla was very thick, while in six cases there was considerable bleeding. In the majority of cases the operation only occupied from ten to fifteen minutes.
No after-treatment is necessary.
Results.--In an earlier series of fifty cases (1915) (1916) (1917) (1918) , already published (" Intranasal Dacryocystostomy," by J. V. Paterson and J. S. Fraser, Brit. Joutrn. of Ophthal., May, 1919) , complete cures were obtained in 78 per cent.; considerably improved, 11 per cent. In the present series of forty-two cases, complete cures were obtained in 65 5 per cent., three after a second operation. The writer's experience of cases of epiphora without dilatation of sac and empyema is that they do not give a satisfactory result after West's operation. Several of the unsuccessful cases were of this kind.
Recurrence of the dacryocystitis is found in about 25 per cent. of cases. As a rule the recurrence occurs within two months of operation and is due to failure to remove a sufficiently large portion of the inner wall of the tear-sac. Such recurrences may be dealt with at a second operation.
Discussion.-Mr. LAWSON WHALE said that five years ago he had shown about twenty cases at the annual m-leeting of the Section, in all of which there had been West's operation.'
Fraser: Intranasal Dacryocystostornzy With regard to technique: if a septumii required to be resected this should be done separately and beforehand, never at the same time. If there was any difficulty in dislocating the bone into the nose after using the gouge, he (the speaker) did not think this dislocation should be effected by pressing with the finger on the inner canthus; it was better to use a large-sized probe. When using small gouges and chisels, one was working at an acute angle and at a disadvantage, for it was difficult to prevent the instruments froill slipping. He bad therefore devised a gouge which he called the ',mashie," as it was like a golf mashie, but turned the other way. It enabled one to take a good grip. He (the speaker) passed round for inspection a sac which he had removed entire through the nose. Dr. Fraser had not indicated his criteria of cure or improvement. His own arbitrary criteria were as follows: if the eye never watered, even in a strong wind, the operation had been a complete success; if it watered only in a strong wind, that indicated a modified success; if it watered even indoors, the operation had been a failure.
Mr. A. J. M. WRIGHT said that he felt that it was submitting the patient to an unnecessary repetition of operation to do the septum resection separately.
Mr. W. J. HARRISON said that two poinits in technique were of considerable illmportance. In removiing the bone care should be taken to do so in thin flakes. If it was removed in thick pieces there was considerable risk of splitting and splintering the surrounding bone; this increased the trauma and amount of granulation tissue formed and the tendency for the opening to close was thus also increased. In making the opening care should be taken to miake it large, not only from above downwards but from before backwards. If this was not done it would probably close and the result of the operation be disappointing.
He thought that it was safe to operate in the case of a suppurating sac with phlegm or when the acute symptoms were subsiding. He had done so in several cases with satisfactory results.
Mr. E. D. D. DAVIS said that a number of these cases had been sent to his clinic fromn the Royal Westminster Ophthalmic Hospital, and the results had not been very satisfactory. Cases of suppuration and dilatation of the sac were more suitable for intranasal dacryocystostomy than were the chronic cases of lacryimal obstruction in which all other methods of treatment had been tried. These chronic cases were sent on to the nasal surgeon as a last resort. The fistula inade in the nose always tended to close and the operation had to be repeated.
Dr. FRASER (in reply) said that he had used local anwsthesia in the first seventy cases, but many of the patients had felt considerable pain when the bone was being removed, especially if the bone was thick. For this reason he now operated with the aid of general anmesthesia. He had seen no evidence of infection of the ethmoid in the cases on which he had operated; but it was seldom that one opened the ethmoid cells when exposing the tear-sacs. He agreed with Mr. Whale's criteria as to cure. The cases he regarded as " cures" were those in which there was no trouble from lacrymation, either in the wind or out of it. Those lie regarded as modified successes were the cases in which a strong wind still caused some trouble with lacrymation.
He agreed with Mr. Harrison about removing small pieces of bone; if large pieces were loosened, there was sometimes difficulty in removing them. In one case he (Dr. Fraser) had operated soon after an acute attack of " peri-sac " abscess, and in that case trouble had been caused by excessive bleeding, which gravely interfered with the operation. He had not had any experience of chronic cases not doing well. The case with which he liked to deal was one in which there was a large sac full of pus, not one in which there was watering of the eyes without an emnpyema of the sac. He had had no experience of the combined external and internal operation.
